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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZF GOOE
- i 444 ONE ELEVEN PLACE
BETHESDA HEALTH CARE CEm‘ER COOKEVILLE. T8¢ 38501
SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORREGTION )
pﬁ%ﬁ'& {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORFECTIVE ACTION SHOWLD BE CONELETE
TAG REGULATORY O LSC DENTIFYING INFOFMATION) YAG CROSS-REFERENCED TO THE APPROPRIATE DATE
A DEFICENCY)
N 000! Initial Comments N 000
During an Annual Licenswre Survey completed on
4J30115, no deficiencies were cited under
1200-8-8, Standards for Nursing Homes.
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